FRAMEWORK FOR ANNUAL REPORT
OF STATE CHILDREN’SHEALTH INSURANCE PLANS
UNDERTITLE XXI OF THE SOCIAL SECURITY ACT

Preamble
Section 2108(a) of the Act provides that the State must assess the operation of the State child hedlth

plan in each fiscd year, and report to the Secretary, by January 1 following the end of the fiscal year, on
the results of the assessment. In addition, this section of the Act provides that the State must assessthe
progress made in reducing the number of uncovered, low-income children.

To assig gates in complying with the statute, the Nationd Academy for State Hedlth Policy (NASHP),
with funding from the David and L ucile Packard Foundation, has coordinated an effort with statesto
develop aframework for the Title X X1 annud reports.

The framework is designed to:

C Recognizethediversity of State gpproaches to SCHIP and alow States flexibility to
highlight key accomplishments and progress of their SCHIP programs, AND

C Provide consistency across States in the structure, content, and format of the report,
AND

C Build on dataalready collected by HCFA quarterly enrollment and expenditure reports,
AND

C Enhance accessibility of information to stakeholders on the achievements under Title XXI.
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SECTION 1. DESCRIPTION OF PROGRAM CHANGES AND PROGRESS

This section has been designed to allow you to report on your SCHIP program-s changes and
progress during Federal fiscal year 2000 (September 30, 1999 to October 1, 2000).

1.1 Please explain changesyour State has madein your SCHIP program since September 30,
1999 in the following ar eas and explain the reason(s) the changes wer e implemented.

Note: If no new policies or procedures have been implemented since September 30, 1999, please

enter >)NC:= for no change. If you explored the possibility of changing/implementing a new or different

policy or procedure but did not, please explain the reason(s) for that decision as well.

1. Programdigibility NC
2. Enrollment process

Mail in gpplications are accepted as part of the Departments efforts to remove a significant barrier for
parents, especidly working parents, in accessing Children’s Health Insurance for their children. This
approach eiminated the need for parents to take off time from work in order to attend a face-to-face
interview. It dso was designed to encourage parents to apply who might otherwise have been rductant to
comeinto the Health and W fare office because of the percelved stigma of “Medicaid.”

3. Presumptive digibility NC
4. Continuous digibility

Egtablishment of a 12-month continuous digibility period for children was implemented 11/99. This change was
made:

To increase the retention rate for children enrolled in the Children’s Hedlth Insurance Program.

To amplify adminidration of the program.

To dlow for continuity in hedth planning and care for participants and providers.

5.  Outreach/marketing campaigns

The following changes to Idaho’ s outreach plan have been implemented since September 30, 1999. In addition
to the information below, see Attachment 1. Idaho views outreach to families of children likely to be digible for
assistance as a two-pronged process of outreach and education. These activities are defined asfollows:

Outreach: Activities targeted toward informing and mativating potentidly digible families to gpply for
hedlth care coverage.

Education: The process of giving individuas and organizations who come into contact with low-income
children information on health care coverage options.
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Outreach and education activities are those adminidtrative procedures and program features that inform and
recruit children and their families into potentid enroliment. Outreach activities are associated with a set of
complex procedures in which families interact with state and loca government agencies, advocacy groups, and
other organization involved in outreach (Hdfon, et d, Milbank Quarterly, 1999, p. 189). In other words, Idaho
does not view qudity outreach as synonymous with public relaions. Generd media activities are an important
component of a quaity outreach plan but media is certainly not the only component and depending on the
population to be reached may not be the most effective component.

Hafon, et d, have identified anumber of critical factors leading to successful outreach. These factors are:
Targeting
Appropriate Message and Type for Targeted Group(s)
Location of Outreach Activities for Targeted Group(s)
Appropriate Media and type for Targeted Group(s)
Cultura/Language Consderations for Targeted Groups(s)

DHW has determined that to reach the target group families, education should be directed to the following
groups.
- Schools
Culturdly Diverse Groups
HeadStart/Child Care Providers
Materna Child Hedlth Programs
Hedlth Care Providers
Child Advocacy Groups

Idaho has developed a multi-dimensiona gpproach to outreach including but not limited to:
Building on exigting regiona successes through emphasis on targeted, grass-roots outreach.
State level coordination across al DHW Divisons. The date level has an internd project work team with
representatives across DHW.
Supporting regiond efforts through a Satewide public relations effort and professionaly designed promationd
materias
Provison of technica assistance to regiond efforts through outreach support teams
Provison of funding to assg in implementing regiond plans through community outreach grants. DHW has
earmarked aminimum of $700,000 in TANF funds for community outreach. These fundswere available to
regions to help reach targeted groups defined in the regiond plans. Regiona planning teams solicited and
selected gpplicants using the model RFP designed by the CHIP Performance Improvement Team.
Usng VISTA Volunteers. Regiond Directors have requested two VISTA Volunteers per region. Funding
for this project came from TANF and Americorps. VISTA workers will be used for CHIP community
outreach and education efforts. This program is modeled after the nationdly recognized Idaho VISTA
immunization project
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Regiond activities are based on aregiona plan. The plan was developed and implemented under the direction
of the Regiona Director with the assstance of Hedlthy Connection Staff. The Hedthy Connections staff is part
of the Divison of Medicaid but located in regiond offices. The staff has primary responsibility for Medicad's
Primary Care Case Management Program. The planning process brought interested stakeholders to the table
to share ideas and enhance coordination of outreach/education/enrollment for CHIP throughout the region. The
regiond plan incdluded a a minimum:

Targeted groups for the region

Message and gpproach for reaching each group indluding strategic outreach partnersi.e. schools, HeadStart,
WIC

Potentia partnersto assst enrolleesin completing applicationsi.e. hospitas, primary care clinics
Priorities for community outreach grants

Potential business partners and recruitment strategy to involve these partners

Potential staff resources

The grassroots/regiond activities are being supported by media activities DHW has established a media contract
to provide professond assstance in the desgn and implementation of the CHIP media campaign. Media
activitiesinclude but are not limited to:

A standard logo

New posters in both Spanish and English

Business cards in English on one side and Spanish on the other

Teevisgon advertisements. The ads Sarted in February 2000 with arotating schedule over the next two years
CHIP phone number in al Idaho telephone directories under government, business, and in yellow pages
A Spanish language outreach component including Novellas on Spanish radio, Spanish print ads, and Spanish
radio spots

CHIP decds, stickers, buttons, and other collateral materias

Radio ads targeted to mothers and fathers emphasizing working parents in the 21-34 age bracket

6. Eligibility determination process
In November 1999, Idaho's Department of Hedth and Wdfare implemented a number of new digibility
determination processes designed to improve enrollment. These processes are as follows:

Sdlf-declaration of income and assets for Children’s Hedlth Insurance. These processes were changed:

v' Smplification of the verification process 0 to not discourage parents from gpplying.
v Enhanced flexihility for the Sdf-Reiance workersin determining what is reasonable and prudent.
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7.

Annualize income for enrollment. This policy was adopted to assist seasond or temporary workers. In
some cases, the bulk of aworker’sincome may be earned during atime-span of three to four months.
This policy alowed the Department to average the income out over the year. (Note: After discusson
with HCFA, this policy was reped ed).

Elimination of the requirement for proof of citizenship from non-applicants. This policy was adopted to
comply with Federd law.

Hligibility redetermination process

The State established an ex- parte redetermination process at the beginning of FFY 2001. This step was
taken to assure that:

10.

11.

12.

13.

14.

The State has explored and exhausted dl possible avenuesto digibility before terminating Children’s
Hedlth Insurance coverage.

The participant is not required to provide information thet is available through ex- parte contact.
Familieswho remain digible for coverage are dlowed to plan for well child care and continue any necessary
trestment plans without interruption.

To amplify adminidration of the program.

Benefit structure NC
Cogt-sharing policies NC
Crowd-out policies NC
Ddivery system NC

Coordination with other programs (especidly private insurance and Medicaid) NC
Screen and enroll process NC

Application

As part of its efforts to sgnificantly increase enrollment of digible children, DHW under the direction of Karl
Kurtz undertook afast-track redesign of the Application for Assstance. The redesigned form is four pages
long and is used for dl benefit programs in the Sdlf-Reliance Program (Hedth Coverage, Cash Assstance,
Food Stamps, Child Care, Telephone Service and Nursing Home). See Attachment 2.

15.

Other

The State has begun a Resource Utilization Study to andyze the work processes within the field and centra office
daff for the Self-Reliance programs. The purpose and scope are to:
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Determine the impacts of welfare reform implementation and determine how resources are currently used.
Develop a comprehensve and sustainable resource dlocation modd for the Sdlf-Reliance program.
Provide generd information for andyzing saff activities and time dlocations.

1.2 Pleasereport how much progress has been made during FFY 2000 in reducing the number of
uncover ed, low-income children.

1. Pleasereport the changesthat have occurred to the number or rate of uninsured, low-income childrenin
your State during FFY 2000. Describe the data source and method used to derive thisinformation.

Idaho has made significant progressin increasing the number of children with creditable hedlth coverage,
exceeding itstarget of 8,000 new enrollees by 150 percent. With a ceiling of 150 percent of the federd
poverty level on the Idaho CHIP program, most of the children enrolled in the last year have been enrolled in
the Title XIX Program, especidly the Pregnant Women and Children Program. The Department of Health
and Wefare hasincreased enrollment by 21,252 children in Title X1X and Title XXI programs.
Over the last x months, 1daho has enrolled an average of 1,700 children per month in the combined
programs.

Idaho CHIP Enrollees FFY 2000

10/1/99 9/30/00 Increase % Increase
Title XX SCHIP enrollees 3,735 7,803 4,068 109%
Title XI1X Medicad enrollees 51,089 68,273 17,184 34%
Totd 54,824 76,076 21,252 39%

The data for the number of enrolled children comes from the Divisons of Wefare and Medicaid in the Idaho
Department of Hedlth and Welfare. It is derived from actua casdoad detaiin the Divison of Wefare and
actud counts of digible children in the Divison of Medicaid and comes from the automated information
systemsin those Divisons.

In September 1999, using data from the most recent CPS survey, the Department had estimated that there
were 35,000 uninsured children at or below the 150 percent poverty level and that 8,701 of them would be
eligible for SCHIP. As discussed in the response to question 4, Idaho bedlieves that the estimates of uninsured
children have been sgnificantly below what actua enrollment experience has been. Idaho does not now have
accurate data on either the number or rate of uninsured children for FFY Q0.

Idaho's CHIP has made a major dent in the number of uninsured children. However, a smple
subtraction of enrolleesfrom last year’s estimate of the total uninsured children would be a major
error. Thereis gill considerable work to do to reach the thousands of children still uninsured.

2. How many children have been enrolled in Medicaid as aresult of SCHIP outreach activities and
enrollment smplification? Describe the data source and method used to derive this information
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Asindicated above, 17,184 children have been enrolled in Medicaid as aresult of the SCHIP enrollment
effort. For every five new enrollees, four enroll in Medicaid and one in SCHIP. CHIP has been a successful
instrument to enroll children who may have been digible for years but were not enrolled.

The data for the number of enrolled children comes from the Divisons of Wefare and Medicaid in the Idaho
Department of Hedlth and Welfare. It is derived from actud casdload datain the Divison of Wefare and
actud counts of digible children in the Divison of Medicaid and comes from the automated information
gygemsin those Divisons.

3. Please present any other evidence of progress toward reducing the number of uninsured, low-income
childrenin your State.

Governor Kempthorne and the Idaho Legidature worked with the insurance indudiry to creste a high-risk
pool and provide financid relief to maintain Idaho’s current methods of making individud plans avallable. The
Legidature s Insurance Premium Task Force has continued to work through the year exploring options to
reduce the rate of uninsurance in Idaho, which grew in 1999 to 17.7% of the population.

The Boise Chamber of Commerce, in conjunction with Saint Alphonsus Regiond Medical Center, has
explored options to assst smdl business owners in making insurance more affordable for them and their
employees. In conjunction with this group, the Idaho Department of Commerce has submitted a proposa to
HRSA to fund a study of the uninsured in 1daho and develop policy proposd to cover al uninsured.

4. Hasyour State changed its baseline of uncovered, low-income children from the number reported in
your March 2000 Evduation?

No, skipto 1.3
X Y es, what is the new basdine?

During the fdl of 2000, the Idaho CHIP project team undertook an analysis of the number of uninsured
children in Idaho in order to determine if there was a process for developing basgline projections, which
would more closdly reflect our actud experiencein enrolling children. Thisanadydsis contained in
Attachment 3.

Because of the variability in estimates around the number of uninsured children in 1daho, the 1daho
Department of Health and Welfare has developed arange for the basdline of potentid enrollees in the CHIP
program. Thelow end of the range is the gpproximate figure of an additiona 40,000 uninsured children living
in households below 150% of the poverty level. Datafrom the American Academy of Pediatrics for 1999
edimates 72,000 uninsured children in Idaho regardless of income. This figure represents the high end of the
range. Using the 40,000 asthe low end of the range and the 72,000 as the upper end, the projection group

Final Version 11/17/00 National Academy for State Health Policy



established the midpoint at gpproximately 55,000 to 60,000 uninsured children. The estimating group feds
that most uninsured children in Idaho would be under 200% of poverty and alarge number could meet the
current Medicaid digihility requirements. Thus, there may be as many as 72,000 uninsured children in
Idaho, of whom more than three-fourths may live at 150% of poverty and below.

What are the data source(s) and methodology used to make this estimate?

The following data sources (s) were used to make this estimate:
The Idaho Behaviord Risk Factor Surveillance System (BRFSS) conducted by the Bureau of Vita
Records and Hedlth Statitics, Division of Hedth in cooperation with the Centers for Disease Control
The Census Bureau Current Population Survey (CPS)
Other data sources such as the American Academy of Pediatrics and the Annie E. Casey Foundation
Kids Count Databook

The Department created an estimating group of individuas knowledgeable about headlth care datisticsin
Idaho including Department Statigticians and academics to develop a consensus estimate based on areview
of dl available dataand a*“best” judgment assessment process.

What was the judtification for adopting a different methodology?

This methodology was a direct outgrowth of the Department’ s concern that best available estimates at the
time the CHIP program was launched did not adequately capture the potentia 1daho CHIP program given
the geometrical growth of the program in one year’ stime. In addition, areview of available estimates
suggested extreme variability between the various projections.

What is the Staters assessment of the rdliability of the estimate? What are the limitations of the data
or estimation methodology? (Please provide anumerica range or confidence intervalsif available)

Idaho has not undertaken a specific review of the number of uninsured children in the state. Thisis further
complicated in the case of CHIP because of the income digibility of the children. The data from which
extrgpolations are made have the following limitations:

The Behaviord Risk Factor Surveillance System (BRFSS) collects hedlth data for adults and has
some datalimitations. In generd, the data are sdif -reported. There is some sampling error. The
sample is made up of adults with telephones who are English spesking, non-ingtitutionalized, and
living in households. Specific to estimating the CHIP population, income is reported as household
income in total and as arange, not a specific figure. Poverty levels are based upon midpoints of the
reported income ranges. The BRFSS is designed to provide estimates for the adult population and
not estimates for the child population. Households with children are a subpopulation of the sample.
The overdl consequence of these data limitationsisthat it is possible that populations at risk of being
uninsured are undercounted. The BRFSS estimates that in 1999, the midpoint of uninsured
Idahoans at or below 150% FPG is 22% with alower bound (95% Cl) of 17% and an upper bound
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of 26%.

The Census Bureau Current Population Survey (CPS) requires that people be without insurance for
the full year prior to being counted as uninsured. The CPS, conducted monthly since 1940, isthe
source of officid Government gatistics on employment and provides current estimates on the
economic status and activities of the population of the United States. A secondary purpose of the
survey isto collect information (age, sex, race, marital Satus, educationa attainment, and family
gructure) on the demographic status of the population, and on additiona questions such as hedlth,
educetion, income, and previous work experience. The dtatistics resulting from these questions serve
to update smilar information collected once every 10 years through the decennid census.  Please
Note: Esimates of the uninsured, which require respondents to have been without insurance for a
period of time, are uniformly lower than estimates, which use a point in time methodology. For
purposes of determining whether children have other creditable insurance, the Idaho CHIP program
makes a point-in-time determination on the date the application is submitted.

The U.S. Census Bureau' s Current Population Survey (CPS) is more current than other nationa data
sources and uses a large sample size designed to produce credible state-level estimates. Therefore,
CPS datais widely cited and used asthe basis for estimates produced by other organizations,
including the American Academy of Pediatrics and the Annie E. Casey Foundation Kids Count
Databook. The U.S. Census Bureau’ s Current Population Survey estimates that in 1999 there were
386,000 children in Idaho. A review of these projections for 1daho demonstrates the problem of
estimating the potentia population for the CHIP program. The American Academy of Pediatrics and
the Annie E. Casey Foundation have the used the same base number and published different
esimates. The Casey Foundation estimates there are 60,000 uninsured children in Idaho while the
American Academy of Pediatrics puts the number at 72,000.

Idaho has experienced very rapid population growth which further reduces the accuracy of dated
extrgpolations of data

Idaho has experience subgtantid growth in the number of low-income individuasin the date a atime
when other sates are experiencing alessening of this trend. This means that more and more people
may become digible a any point in time.

The Behaviord Risk Factor Surveillance System (BRFSS) conducted by the Bureau of Vita Records and
Hedth Statigtics, Divison of Hedth in cooperation with the Centers for Disease Control has a confidence
interva of + .05 percent. Unfortunately, as noted above we are not exactly sure how the BRFSS
methodology relates to CHIP children because of differencesin ng income of survey participants and
CHIP digible children.

Had your state not changed its basdline, how much progress would have been made in reducing the
number of low-income, uninsured children?

During the period covered by this annua report (October 1, 1999 to September 30, 2000), the number of
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children enrolled in the combined Idaho Medicaid (Title XIX) and Idaho CHIP (Title XXI) rose from
54,824 10 76, 076 for atotal enrollment increase of 21,252. This enrollment growth passed both our fisca
year 2000 and 2001 goals as outlined in our state plan and is close to our 2002 target.

1.3 Complete Table 1.3 to show what progress has been made during FFY 2000 towar d achieving
your State:s strategic objectives and performance goals (as specified in your State Plan).

In Table 1.3, summarize your Statess Strategic objectives, performance godss, performance measures
and progress towards meeting goals, as specified in your SCHIP State Plan. Be as specific and detailed
aspossible. Use additiona pages as necessary. The table should be completed as follows.

Column 1. Ligt your Staters Strategic objectives for your SCHIP program, as specified in your State
Pan.

Column 2: List the performance gods for each drategic objective.

Column 3; For each performance god, indicate how performance is being measured, and progress
towards meeting the god. Specify data sources, methodology, and specific measurement
approaches (e.g., numerator, denominator). Please attach additiona narrative if necessary.

Note: If no new data are available or no new studies have been conducted since what was reported in

the March 2000 Evaluation, please complete columns 1 and 2 and enter ANC{ (for no change) in

column 3.

Table 1.3 is enclosed as Attachment A.

1.4 If any performance goals have not been met, indicate the barriersor constraintsto meeting
them.

Idaho has achieved or exceeded its performance goals related to outreach, enrollment, process smplification,
and community involvement. While Idaho achieved its god of enrolling children in Hedlthy Connections, it is
concerned that overal enrollment in Healthy Connections is decreasing and access to care is becoming an
issue. Thisissueis being addressed by the Department of Hedth and Wdfare and its CHIP Quality
Improvement Committee and an action plan isin the process of development.

Due to data limitations, Idaho is not clear on how well it is achieving its gods related to immunization and
preventive care. Work isin progressto refine the datain both areasin order to track progress, with the hope
that this qudity information will become availablein FFY O1.

15 Discussyour Statessprogressin addressing any specific issuesthat your state agreed to

assessin your State plan that are not included as strategic objectives.
NA

1.6  Discussfuture performance measurement activities, including a projection of when
additional data arelikely to be available.
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The Department has made performance monitoring and evauation an integra part of the CHIP

implementation process. The Department is undertaking the following activities as part of its ongoing efforts
to monitor performance:

Conduct areview of asample of CHIP gpplications from the last three months to compare income used
to determine digibility againg tota household income for both approvas and denids. This gpproach is
designed to generate a percentage that could be applied to the total uninsured population to get at amore
accurate CHIP-digible number. Thisreview should be completed by February 2001.

Deveop a series of work groups to assst the Department in developing an gpproach to more accurately
monitor access to care. Current datais based on extrapolations of data that does not have a high degree
of rdiahility in Idaho’ s rgpidly changing economic context.

Undertake ongoing program integrity reviews to assure that new digibility rules are gppropriately and
accurately applied.

Refine exiging datato monitor achievement of quaity outcomes related to immunization and preventive
care. Thisdata should be available Fall 2001.

1.7  Pleaseattach any studies, analyses or other documents addressing outreach, enroliment,
access, quality, utilization, costs, satisfaction, or other aspects of your SCHIP progranss
performance. Pleaselist attachments here.

List of Attachments

A Table 1.3

1 Outreach Plans and Education
2 Application for Assstance
3

4

Uninsured Study

Customer Satisfaction Study
5a Enrollment/Target Chart

5b Enrollment/Target Chart

6 New Renewa Procedure

7 Summary of Customer & Staff
8 CHIP Brochure
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SECTION 2. AREAS OF SPECIAL INTEREST

This section has been designed to allow you to address topics of current interest to
stakeholders, including; states, federal officials, and child advocates.

2.1
1

Family coverage:
If your State offers family coverage, please provide abrief narrative about requirements for
participation in this program and how this program is coordinated with other program(s). Include
in the narrative information about digibility, enrollment and redetermination, cost sharing and
crowd-out.

How many children and adults were ever enrolled in your SCHIP family coverage program during
FFY 2000 (10/1/99 -9/30/00)?

Number of adults
Number of children

How do you monitor cogt-effectiveness of family coverage?

Employer-sponsored insurance buy-in:
If your State has a buy-in program, please provide abrief narrative about requirements for
participation in this program and how this program is coordinated with other SCHIP program(s).

How many children and adults were ever enrolled in your SCHIP ESl buy-in program during FFY
20007

Number of adults
Number of children

Crowd-out:
How do you define crowd-out in your SCHIP program?

Definition: Crowd out is defined as the subgtitution of enrollment in CHIP for achild’'s enrollment in
agroup hedth plan or other creditable hedlth insurance as defined by HIPAA.

How do you monitor and measure whether crowd-out is occurring?

Monitoring: Due to the low-income cap on program digibility, 1daho has not formally monitored
crowd out. Medicad/CHIP administration has not received any substantia anecdota information
that would indicate that crowd out is a problem in Idaho. Information on insurance coverageis
asked on the gpplication. Those with creditable hedth insurance but who are otherwise CHIP
eigible are not enralled.
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3. What have been the results of your andyses? Please summarize and attach any available reports or
other documentation.

Reaults: See above.

4. Which anti-crowd-out policies have been most effective in discouraging the subgtitution of public
coverage for private coverage in your SCHIP program? Describe the data source and method
used to derive thisinformation.

Anti-crowd out policies: The Idaho Legidature and CHIP Task Force were both very concerned
about families dropping their hedth insurance to enrall their children in CHIP. The Legidaturein
1998 et the upper income limit for CHIP at 150 percent of the Federal poverty level and
regffirmed that level in its 2000 session. The result of that level isthat crowd out has been an
inggnificant issue in ldaho.

During the enrollment process, questions are asked about the child's participation in other hedlth
insurance program as ameans of assuring that children with hedlth insurance are not enrolled.
Idaho’ s experience to date is that very few children have insurance &t the time of application, which
iswhy ther parents are applying for them.

2.4 Outreach:
1. What activities have you found most effective in reaching low-income, uninsured children? How
have you measured effectiveness?

The gtate has found a combination of activities effective in reaching low-income, uninsured children.
Overdl, the structure of the outreach/education plan has been for centra office to improve awvareness
with the genera public and to support regiond grassroots efforts. This complementary gpproach to
outreach and education has utilized resources effectively and provided communities with the knowledge
and tools to conduct outreach. The following activities are examples of the type of outreach conducted
a the centrd office levd and at the community level.

Final Version 11/17/00 National Academy for State Health Policy



Idaho CHIP Outreach Activities Summary Table

Activity Central Office Community Based
Develop and distribute educational materialsi.e. v
brochures, posters, newdetter articles, website,
misc. collateral materials
Develop training for families and or ganizations that v
wor k with familiesand children
Give CHIP educational presentationsto families v v
and organizationsthat work with families and
children
Develop and implement media campaigns v
Develop and support outreach/education contracts v v
with community partners
Attend health fairs & community events v v
Coordinate CHIP activitieswith community partners v
Provide CHIP information to health care providers v v
i.e. professional conferences, presentations,
materials distribution
Develop, manage, and evaluate CHIP/VISTA v
(Volunteersin Serviceto America) Project
Provide technical assistance to communities v
Provide feedback to Central Office v

Outreach effectiveness is being measured through enrollment and telephone calls to the resource and
referrd program, the Idaho Care Line. The combination of outreach and smplification efforts has
resulted in an increase of gpproximately 1,700 children per month in ether the Title X1X or Title XXI
programs over the past Sx months. The total number of cals about CHIP to the Care Line from
September 1999 to September 2000 has been 44 percent of the total volume of calsinto the Care
Line. Outreach conducted through community contractsis being evauated through monitoring of the
scope of work. Currently, the mgority of contracts are in their first quarters and have not submitted

reports.

Below are the highest referral methods documented by the Care Line in descending order from the
highest to the lowest:
Television
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Radio

School contacts

Family or friends

Medical professional

Other

Other 1daho Department of Health and Welfare Programs

Brochures/flyers

Newspaper

Phonebook/information

Post Office
- On-line
Care Line activity greatly increased in conjunction with mgor efforts including the televison and radio
campaigns and in September when over 400,000 CHIP flyers were sent home in back-to-school
packets to children and adolescents in gpproximately 92 percent of al 1daho public and private schoals.

2. Haveany of the outreach activities been more successful in reaching certain populations (e.g.,
minorities, immigrants, and children living in rural areas)? How have you meesured effectiveness?

CHIP outreach projects targeted to hitoricaly difficult to reach populations such as Hispanics, rurd,
low-income, and adolescents-at-risk arein their first quarter of implementation. Outreach and
education efforts focused on the populations identified above are being conducted at a grassroots level
by agencies and organizations that have established trusting relaionships with the families. The following
ligt identifies the community organizations and agencies the Idaho Department of Hedlth and Wefare has
contracted with to conduct outreach. The Department will evaluate the outreach as more information
and data from the contracts are submitted.

Community Outreach Contracts List

= 3Indian Hedth Centers

= 3 Head Start Programs

= 19 Loca School Didricts

= Child Care Connections

= Community Action Agency

= Bannock Y outh Foundation

» 2 Fededly Qudified Hedth Centers

= |daho Migrant Council

= |daho State University Department of Family Medicine and Indtitute of Rurd Hedlth
= Girl Scouts of America

= |daho Legd Aid Services

» | aPosada

=  Women and Children's Alliance (WCA)
= 7 Digrict Hedth Departments
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3. Which methods best reached which populations? How have you measured effectiveness?

As noted above, the Department is in the process of evaluating outreach targeted to hard to reach
populations.

2.5 Retention:
1. Wha gepsare your State taking to ensure that eligible children stay enrolled in Medicaid and
SCHIP?

To ensure that digible children stay enrolled in Medicaid and CHIP the State has implemented a 12-
month continuous digihility process and an ex- parte redetermination process.

2.  What specid measures are being taken to reenrall children in SCHIP who disenrall, but are il
digible?

___ Follow-up by caseworkers/outreach workers

__ X Renewd reminder notices to dl families

____ Targeted mailing to sdlected populations, specify population

____ Information campaigns

X __ Simplification of re-enrollment process, please describe _ 1.1.7

Surveys or focus groups with disenrollees to learn more about reasons for disenrollment, please

describe

____ Other, please explain

3. Arethe same measures being used in Medicaid aswdll? If not, please describe the differences.
YES
4. Which measures have you found to be most effective at ensuring that eigible children stay enrolled?

The 12-month continuous digibility processis the most effective measure in ensuring thet digible
children stay enrolled in Children’s Hedth Insurance.

5. What do you know about insurance coverage of those who disenroll or do not reenroll in SCHIP
(e.g., how many obtain other public or private coverage, how many remain uninsured?) Describe
the data source and method used to derive this information.

The Department does not have data regarding insurance coverage of those whose disenroll or do not
reenroll in CHIP,

2.6 Coordination between SCHIP and M edicaid:
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1. Do you use common gpplication and redetermination procedures (e.g., the same verification and
interview requirements) for Medicaid and SCHIP? Please explan.

One of the successes of the Idaho Program has been the decision to operate the program as an
expanded Medicaid program. This decison made the digibility lines between the Title X1X program
and the Title X X1 program invisible for program participants.

2. Explain how children are transferred between Medicaid and SCHIP when a child=s digibility satus
changes.
NA

3. Arethe same ddivery systems (including provider networks) used in Medicaid and SCHIP? Please
explan.

YES

2.7 Cogt Sharing:
1. Hasyour State undertaken any assessment of the effects of premiumg/enrollment feeson
participation in SCHIP? If so, what have you found?

2. Hasyour State undertaken any assessment of the effects of cost-sharing on utilization of hedlth
sarvice under SCHIP? If so, what have you found?

2.8 Assessment and Monitoring of Quality of Care:

Idaho has created a CHIP Qudity Improvement Committee comprised of Departmentd and
community representatives. Community members include representetive of Head Start, the
Hispanic Commission, the Robert Wood Johnson Covering Kids Project, the Idaho Hospita
Association, the ldaho Academy of Pediatrics, field saff, and Didtrict Hedlth Departments. This
committee met twice in thisfiscal year to track the progress Idaho is making in achieving quality
outcomes for enrolled children and to provide ideas for program improvement. Thisgroup is
assding in the design and monitoring of qudity of care objectives.

At thistime, the primary issued before the group is access to care. It has asked for a study of
access issues to determine levels of severity of the problem by provider group. Thisinformation will
assig the Department of Hedth and Wefare in the development of methods to ensure that enrolled
children have adequate accessto care.

1. Wha information is currently available on the qudity of care received by SCHIP enrollees? Please
summarize results.

Qudlity of careinformation: Little accurate information is avallable on the quality of care received by
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SCHIP enrollees. Idaho has targeted immunizations and preventive care for children less than one
year asitsfirg two quality objectives. Good immunization dataiis sill pending. Idaho is developing a
central immunization registry, but that will not be avalable until summer 2001. Preventive care data
must come from the claims payment system and is dependent upon proper coding of procedures.

2.  What processes are you using to monitor and assess quality of care received by SCHIP enrollees,
particularly with respect to well-baby care, wdl-child care, immunizations, menta hedlth, substance
abuse counsding and trestment and dentd and vison care?

Monitoring processes. daho is developing monitoring processes (immunization registry and clams

data) for immunizations and preventive care. In other areas, nothing has yet been developed due to
system limitations. At this point, Idaho can track the number of Medicald/CHIP children receiving

primary, vison, behaviord, and dental care when Medicaid reimburses those services.

3. What plans does your SCHIP program have for future monitoring/assessment of quality of care
received by SCHIP enrollees? When will data be available?

Future monitoring plans: Idaho is developing refinements to its Medicaid information system and
working on an enterprise information system. In both areas, qudity of careindicators will be
identified and built into the systlem. However, information from these new systems may not be
available until FFY 02 or 03.
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SECTION 3. SUCCESSES AND BARRIERS

This section has been designed to allow you to report on successes in program design,
planning, and implementation of your State plan, to identify barriersto program development
and implementation, and to describe your approach to overcoming these barriers.

3.1 Please highlight successes and barriersyou encountered during FFY 2000 in the following
areas. Pleasereport the approaches used to overcomebarriers. Be as detailed and
specific as possible.

Note: If thereisnothing to highlight as a success or barrier, Please enter >)NA- for not

applicable.

1. Highility

Program dligibility/ successes.
In November 1999, DHW implemented a number of successful new policies designed to improve
enrollment. These policies are as follows:

Egtablishment of a 12-month continuous digibility period for children.

Sdf-declaration of income and assets for hedth coverage for families and children.

Align the income projection method with the income methodol ogies used for other benefit programs.
Elimination of the requirement for proof of citizenship from non-gpplicants.

Program digibility/ barriers:
Annuaize income for enrollment. This policy was adopted to assst seasona or temporary workers.
In some cases, the bulk of aworker’sincome may be earned during a time-span of three to four
months. Unfortunately, this methodology was more restrictive than 1913 and was not gpproved by
HCFA in the State plan. 1t was not approved because an applicant’ s digibility must be determined
based on the gpplicant’ s circumstances in the month of application, not hitorica or future income.

2. Outreach
The following are outreach successes and barriers the program has encountered.

Building Partner ships: Building partnerships both internaly and externaly with organizations
and agencies that work with children and families has been insrumentd in outreach efforts.
With limited resources dedicated to CHIP, partners have contributed to the success of the
program by educating the families they work with about the program. These partnerships have
a0 been successful in helping to identify program strengths and weeknesses. For example, a
Community and Migrant Hedlth Center informed us the materia the Department devel oped
addressing public charge was confusing. The Department followed-up by gathering
representatives from the Hispanic community to develop and distribute new public charge
materias and training.
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Internal Communication: Communicating within the Department across Divisons and
geographic boundaries has been achalenge. At the beginning of CHIP therewas not a
systematic distribution or reference person to help digtribute information. This past year, the
Department has addressed this chalenge by: forming a multi-division oversght committee,
creating positions for a CHIP manager and CHIP trainer, alocating .5 FTE staff per region as
CHIP Coordinators, quarterly CHIP training, and bi-monthly CHIP coordinator conference
cdls. The CHIP manager has headed up ste vigtsto dl regions, satellite conferences, incluson
of CHIP information in the weekly Department staff web based news, and has participated in
multi-divison work teams.

Media: Televison and radio ads have been successful in greetly increasing the volume of calls
into the Idaho Care Line. Televison was run in the winter months and radio was implemented
during the summer months when most people are busy outside the home.

Community Based Outreach Efforts: Basng outresch srategies within the community while
supporting it at a centra level with media, education pieces, and technical assstance has helped
to improve relationships within communities and build trust among gpplicants and participants.
Idaho's ddlivery system is organized regiondly and having al outreach efforts based in Boise
would not have been successful. It has been important to build and support relationships within
communities.

School Efforts: Working with schools has been both successful and challenging. The State
Department of Education has supported CHIP through endorsement by the State
Superintendent and by placing articles in their newdetters to educators. However, outreach
activities must be negotiated at the school digtrict level. With over 100 school digtricts,
statewide, this has proved to be time consuming and a strain on regional resources.

3.  Enrdlment

Enrollment Process/Successes:
Shortened Application. Idaho's gpplication was shortened from 17 pages to four pages. It has
greatly smplified the process of goplying for benefits, which is reflected in our increased enrollment
numbers. The feedback on the gpplication from participants, community partners and stakeholders
and from gteff is very positive. 1t has become amodd for other sates in ther effortsto smplify
their gpplication forms.
Accept Mail-in Applications. Idaho eiminated the requirement for aface-to-face interview for
gpplicants for the Children’s Health Insurance Program. Now mail-in gpplications are accepted
with follow-up by telephone if necessary for further darification.
Evaluation of Enrollment Process. Two methods were implemented to evauate the success of
the enrollment process.

v Thefirg was survey cards attached to gpplications. These cards dlow participants to comment on
the service they received. The data from these cards is compiled monthly and reported to executive
level management in the Executive Information Management Report.
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v The second was participant focus groups where participants are asked what they see asworking to

make access to services easer and also what they see as barriers to service.

Enrollment Process/Barriers:

7.

8.

Cultural Shift. The culturd shift within the Department of Heglth and Welfare for the smplified
enrollment process for Children’s Health Insurance has been more difficult because these processes
do not align with the enrollment processes for the other programs, such as the Food Stamp, Child
Care and TANF program. Many of the innovations in this program will only be sustaingble, if the
other programs are dso smplified. To addressthisissue, a Smplified Accessto Services Project
has been implemented with an objective of digning policies and procedures across programs.

Retention/disenrollment

Retention/Disenr ollment/ Successes:
Two successful policies have been implemented to increase the Children’s Health Insurance
retention/disenrollment rates. These policiesinclude:

Establishment of a 12-month continuous digibility period for children. This policy iseasy to
adminiger, serves families and hedlth care providers by dlowing them to plan for and follow-up with
well child health care and ongoing trestment plans, and is gppreciated by staff, parents and other
stakeholders.

Smplified redetermination or renewa process. The State established an ex- parte redetermination
process a the beginning of FFY 2001. It appearsto be a success and more details will be included
in the Annua Report for FFY 2001.

Bendfit Sructure  NA
Cogt-sharing NA
Ddivery sysems NA

Coordination with other programs

CHIPisaMedicaid expanson in Idaho. The CHIP and the Family Medicaid programs are being
marketed as one program. If achild’sfamily incomeislessthan 150 percent of the Federa poverty
limit and the family meets the ass#t tes, that child is digible for the Children’s Hedlth Insurance
Program. The Medicaid or CHIP coverage group isinvisible to the participant.

This has done a great ded to diminate the sigmaof “Medicaid” for families. Thereault isthe dramatic
increase in enrollment for Idaho’s children. The positive features of this choice are as follows:

Outreach could be for the single Idaho Children’s Hedlth Insurance Program rather than for a
Medicaid program and the separate CHIP program
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Children do not disenroll because of problemsin transferring digibility between the two programs
sncethe digibly rules are the same.

The program is easy for the public to understand leading to broader public and politica support.

It is more cost effective both in terms of media activities as noted in outreach above and in terms of
esse of adminigration. Eligibility workers only need to learn one set of rules.

While access is a problem in Idaho, we believe the combined program enhances access by
facilitating provider participation in one program through ease of understanding one set of rules and
billing procedures.

9. Crowd-out
10. Other

A) Public Char ge/success. Idaho has completed an education process on public charge. This
processis designed to assure people that gpplying for and receiving Children’s Health Insurance will not
be abarrier to their applications for citizenship or naturdization. The training is accomplished through:
Posters and brochuresin DHW offices and al outreach locations.
A training packet given to al individuas involved in the outreach process and to the Sdf Reliance
gaff.

B) Public Chargelbarriers.
While the Idaho program has experienced tremendous overall success, the future holds a number of
barriers to ddivering quality hedth servicesto children. These barriers are asfollows:

a) INS Barrier

Idaho has a Sgnificant Higpanic population, many of whom would probably be digible for CHIP. It has
come to the attention of the Department that Immigration and Naturdization officidsin Idaho have
suggested that to individuds that applying for CHIP status may hurt that current status in the United
Status. The Department is undertaking efforts to meet with INS and attempt to correct any inaccuracies
in this area. We have requested assistance from officidlsin Region X with this process.

b) Data Barrier

As noted in other sections of the report, the Department is hampered by its lack of data about the
potential pool of CHIP eligible children. We believe the best approach would be to contact for a child
specific survey that would capture a more accurate picture of children’ sinsurance and hedlth Satus
would cost between $300,000 and $400,000. It is our understanding that thisis an areawith which
other gates are struggling. If thisisthe case, we would recommend that HCFA consider providing
incentive grants to states to undertake additiona analysis of the population in need of CHIP services.

c) AccessBarrier
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Federal Hedlth Professiona Shortage Area (HPSA) data indicates that many parts of 1daho are
designated asrurd or frontier regionsin terms of availability of hedth providers. In areas with
adequate providersthere is a problem with providers accepting new Medicaid patients because of
the provider fees paid by Medicaid and ability to have afull practice without Medicaid clients.
Initid reviews by the Department indicate that this problem is most prevaent in the areas of primary
care, behaviora health and dentistry. CHIP project team members working on the issue have
access have found the problem is difficult to capture because of data limitations. Current issues of
access will be further compounded as the numbers of children enrolled in the Idaho CHIP program
increase. The Department has established a workgroup to undertake an initial study of thisissue.
The findings of this group were presented to the CHIP Executive Oversight and Quality Assurance
Committee in December 2000. Severd action task forces to address each access areawill be
created in Spring 2001 to devel op recommendations on how to improve access in ldaho.
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SECTION 4. PROGRAM FINANCING

This section has been designed to collect program costs and anticipated expenditures.

4.1 Please complete Table 4.1 to provide your budget for FFY 2000, your current fiscal year
budget, and FFY 2002 projected budget. Please describein narrative any details of your
planned use of funds.

Note: Federal Fiscal Year 2000 starts 10/1/99 and ends 9/30/00).

Federal Fiscal Year Federal Fiscal Federal Fiscal
2000 costs Year 2001 Year 2002
Benefit Costs
Insurance payments
Managed care
per member/per month rate X
# of eligibles
Fee for Service $8,527,344 $16,470,000 $23,792,000
Total Benefit Costs $8,527,344 $16,470,000 $23,792,000
(Offsetting beneficiary cost sharing
payments)
Net Benefit Costs $8,527,344 $16,470,000 $23,792,000
Administration Costs
Personnel $120,098 $232,055 $335,275
General administration $980,751 $1.797,688 $2,597,316
Contractors/Brokers (e.g., enroliment
contractors)
Claims Processing
Outreach/marketing costs $216,481 $418,090 $604,060
Other
Total Administration Costs $1,267,330 $2,447,833 $3,536,651
10% Administrative Cost Ceiling $947,483 $1,830,000 $2,644,000
Federal Share (multiplied by $7,495,536 $14,553,990 $21,072,136
enhanced FMAP rate)
State Share $1,979,291 $3,746,010 $5,363,864
TOTAL PROGRAM COSTS $9,474,827 | $18,300,000 | $26,436,000
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4.2 Pleaseidentify thetotal State expendituresfor family coverage during Federal fiscal year
2000.

NA

4.3 What wer e the non-Federal sour ces of funds spent on your CHIP program during FFY
20007?

__X_ State appropriations

___ County/locd funds

__ Employer contributions

____Foundation grants

___Private donations (such as United Way, sponsorship)
__ Other (specify)

A. Do you anticipate any changesin the sour ces of the non-Federal share of plan
expenditures.

Idaho has submitted a state plan amendment that would use funds from the Idaho Robert Wood
Johnson Foundation Covering Kids grantee, the Mountain States Group, to assist with outreach
activities. Funds from that source would be used pending approva from HCFA.
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SECTION 5: SCHIP PROGRAM AT-A-GLANCE

This section has been designed to give the reader of your annual report some context and a quick glimpse of your SCHIP program.

5.1 Toprovideasummary at-a-glance of your SCHIP program characterigtics, please provide the following information. If you do

not have aparticular policy in-place and would like to comment why, please do. (Please report on initia gpplication process'rules)

Table 5.1

Medicaid Expansion SCHIP program

Separate SCHIP program

Program Name

CHIP (Children's Health Insurance Program)

Provides presumptive eligibility for
children

X _No
Yes, for whom and how long?

No
Yes, for whom and how long?

Provides retroactive eligibility

No Children; three months prior to application.

X __Yes, for whom and how long?

No
Yes, for whom and how long?

Makes eligibility determination

X _State Medicaid eligibility staff
Contractor
Community-based organizations
Insurance agents
MCO staff
Other (specify)

State Medicaid eligibility staff
Contractor
Community-based organizations
Insurance agents

MCO staff
Other (specify)

Average length of stay on program Specify months _9 months Specify months
Has joint application for Medicaid No No
and SCHIP X __Yes Yes
Has a mail-in application No No
X _Yes Yes
Can apply for program over phone X _No No
Yes Yes
Can apply for program over internet X _No No
___ Yes ____ Yes
Requires face-to-face interview X _No No
during initial application Yes Yes
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Table 5.1 Medicaid Expansion SCHIP program Separate SCHIP program

Requires child to be uninsured for a X _No No
minimum amount of time prior to Yes, specify number of months Yes, specify number of months
enrollment What exemptions do you provide? What exemptions do you provide?
Provides period of continuous No No
coverage regardless of income X_ Yes, specify number of months 12 Explain Yes, specify number of months
changes circumstances when a child would lose eligibility during the Explain circumstances when a child would lose eligibility
time period: Requested by family, move out of state, or death. during the time period
Imposes premiums or enrollment X _No No
fees Yes, how much? Yes, how much?
Who Can Pay? Who Can Pay?
_ Employer - Employer
_ Family - Family

Absent parent
Private donations/sponsorship

Absent parent
Private donations/sponsorship

_ Other (specify) - Other (specify)
Imposes copayments or coinsurance X _No No
Yes Yes
Provides preprinted No No
redetermination process X Yes, we send out form to family with their information Yes, we send out form to family with their
precompleted and: information and:
_X ask for a signed, verbal or ____ask for a signed
electronic confirmation that confirmation that information is
information is still correct still correct
__do not request response unless __do not request response
income or other circumstances have unless income or other
changed circumstances have changed

5.2  Please explain how theredetermination process differsfrom the initial application process.
The redetermination process differs from the initia application process in the following ways:
A new Application for Assistance is not required, instead the participant’ s Stuation is re-eva uated and documented through recent contact, phone
conversations, or the participant completes a one-page form and returns it to the Department by mail or e-mail.
Ex-parte contact is consdered sufficient verification for the renewa process.
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SECTION 6: INCOME ELIGIBILITY

This section is designed to capture income dligibility information for your SCHIP program.

6.1 Asof September 30, 2000, what was the income standard or threshold, as a per centage of the Federal poverty level, for
countable income for each group? If the threshold varies by the child=s age (or date of birth), then report each threshold for each age group
separately. Please report the threshold after gpplication of income disregards.

Title XIX Child Poverty-related Groups or

Section 1931-whichever category is higher 133% of FPL for children under age Six
100% of FPL for children aged 6 through 17
% of FPL for children aged

Medicaid SCHIP Expansion 150% of FPL for children up to age 19
% of FPL for children aged
% of FPL for children aged

State-Designed SCHIP Program % of FPL for children aged

% of FPL for children aged
% of FPL for children aged
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6.2 Asof September 30, 2000, what types and amounts of disregar ds and deductions does each program useto arrive at total
countable income? Please indicate the amount of disregard or deduction used when determining eligibility for each program. If not

applicable, enter ANA.{

Do rules differ for applicants and recipients (or between initid enrollment and redetermination) ~~ Yes X No
If yes, please report rules for gpplicants (initid enrollment).
Table6.2
Title X1X Child Medicad
Poverty-related SCHIP State-designed
Groups Expansion SCHIP Program
Eamings $90 + $30 & 1/3 $0 N/A
S f-employment expenses Actua cods of $0 N/A
doing business
Alimony paymerts $0 $0 N/A
Received
Pad $0 $0 N/A
Chilo_l support payments $50 %0 N/A
Received
Pad $0 $0 N/A
2 Actud costsup $0 N/A
Child care expenses to $200 for
children under
age two.
2 Actud costsup
to $175 for
children over
age two.
Medical care expenses $0 $0 N/A
Gifts $30 per quarter $0 N/A
$ 100 of TANF
Other types of disregards/deductions (specify) payments for one $0 N/A
and two person
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Table6.2

Title X1X Child Medicad
Poverty-related SCHIP State-designed
Groups Expansion SCHIP Program
families

6.3 For each program, do you use an asset test?

Title XIX Poverty-related Groups ____No X
Medicaid SCHIP Expansion program ____No X
State-Designed SCHIP program NA
Other SCHIP program NA

6.4 Have any of the digibility rules changed since September 30, 2000? X Yes

___No

Previoudy, income received in the last four months was averaged and the average amount was counted.

Effective 11/01/00, income received in the month of application is counted for Medicaid and SCHIP digibility.

Y es, specify countable or dlowable level of asset test $5,000
Y es, specify countable or dlowable level of asset test $5,000

Income is now annudized for self-employed people or seasond farm workers only, if needed to make the family digible.
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SECTION 7: FUTURE PROGRAM CHANGES

This section has been designed to allow you to share recent or anticipated changesin your
SCHIP program.

7.1  What changes have you made or are planning to makein your SCHIP program during
FFY 2001( 10/2/00 through 9/30/01)? Pease comment on why the changes are planned.

1. Family coverage

2. Employer sponsored insurance buy-in

3. 1115 waiver

4. Hligibility induding presumptive and continuous digibility

5. Outreach

6. Enrollment/redetermination process

As part of the Department’ s ongoing quality assurance and monitoring process, each eement of the
Idaho CHIP program is evauated asit isimplemented. Based on this ongoing evauation the
Department is in the process of refining its four page Application for Assstance. These refinements
have taken the form of focus groups with the field, clients, and stakeholders. In addition, the
Department has undertaken a series of work groups composed of workers and stakeholders.
Proposed revisons were put out for comment in December with an implementation date of arefined
application by March 1, 2001. It should be noted that as part of this process, the Department
edtablished drict parameters that the length and style of the current gpplication must be honored but that
wording and layout changes to smplify the document for workers and/or clients based on usage should
be implement.

The Department aso implemented a streamlined redetermination process (entitled Renewal Process to
emphass the customer/insurance focus) on October 1, 2000. The Department will be undertaking a
thorough review of the implementation process smilar to the one used for the gpplication process.

7. Contracting

8. Other
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